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Background. Intimate partner violence is a global health issue and is associated with a range of health problems for women.
Nurses, as the largest health workforce globally, are well positioned to provide care for abused women. Objectives. This nursing-led
interdisciplinary project was conducted to understand the current state of knowledge about intimate partner violence in Ethiopia
and make recommendations for country-speciﬁc activities to improve response to intimate partner violence through practice
changes, education, and research. Methods. The project involved two phases: review of relevant literature and an interdisciplinary
stakeholder forum and a meeting with nurse educators. Findings. The literature review identiﬁed the pervasiveness and complexity
of intimate partner violence and its sociocultural determinants in the Ethiopian context. Two signiﬁcant themes emerged from
the forum and the meeting: the value of bringing multiple disciplines together to address the complex issue of intimate partner
violence and the need for health care professionals to better understand their roles and responsibilities in actively addressing
intimate partner violence. Conclusions. Further research on the topic is needed, including studies of prevention and resilience and
“best practices” for education and intervention. Interdisciplinary and international research networks can support local eﬀorts to
address and prevent intimate partner violence.
1.Introduction
Intimate partner violence (IPV) is deﬁned as the threat of,
and/or actual,physical,sexual, psychological, or verbal abuse
by a current or former spouse or nonmarital partner [1]. At
a global level, IPV occurs in epidemic proportions; the rates
of IPV are comparable to those for cancer, cardiovascular
diseases, and HIV/AIDS [2]. IPV has been linked to a range
of physical and mental health problems [3–7] that may
persist long after the violence has ended. Although IPV is
considered to be a global public health problem, few health
sciences studies have focused on it in low-income countries.
This gap is a major impediment to improving the response
of local health sectors to the needs of women who are
experiencing IPV in these countries and to improving health
equity for women everywhere [8]. In particular, the response
of nurses as frontline care providers could be improved.
This paper presents the ﬁndings from a nurse-led, inter-
national, interdisciplinary project aimed at understanding
the current situation of IPV in Ethiopia and developing rec-
ommendations for country-speciﬁc activities to address IPV.
In particular, it reports the ﬁndings from a review of litera-
tureonIPVinEthiopia,summarizestheprocess,discussions,
and outcomes of an interdisciplinary forum with various
stakeholders and a meeting with nursing faculty from several
universities across Ethiopia, and makes recommendations2 ISRN Nursing
for country-speciﬁc activities to improve response to IPV in
Ethiopia through practice changes, education, and research.
The ﬁndings may have applications to other low-income
countries and/or “marginalized” populations in middle- to
high-income countries.
2.Background
2.1. Ethiopia as Context. Ethiopia is one of the oldest nations
intheworldandischaracterizedbygreatdiversityintermsof
itstopography,climate,ethnicities,andlanguages,withmore
than80distinctculturalgroups.Withapopulation ofappro-
ximately 75 million and an annual population growth rate of
2.6% (in 2007) [9], Ethiopia is the second most-populous
country in Africa. Approximately 84% of its population lives
in rural areas, and 52% of the total population is of working
age (in 2007) [9]. Since 1975, Ethiopia has experienced wars
thathavecausedapproximately1in25ofitscitizenstoﬂeeto
neighbouring countries and elsewhere. It is also considered
one of the lowest-income countries in the world, with 65%
of the population living below the absolute poverty line. This
is reﬂected in the average life expectancy of 53.42 years for
men and 55.42 years for women [9].
The current government is focused on providing access
tobasicprimaryhealthcareservicestothewholepopulation,
using a decentralized system of health centres and health
posts. An estimated 75% of urban homes and 42% of rural
homes have access to health facilities [10]. A major challenge
toprovidingaccessiblehealthservicesistheinadequatenum-
ber of suﬃciently prepared health care professionals. Based
on 2006-07 data, there were 1806 physicians, 792 health oﬃ-
cers, 18,146 nurses, 1012 midwives, and 24,571 health exten-
sion workers, “giving a health workers ration of 0.27/1000
population” (p.9)[11].Similarlyhighpatientratioscontinue
today. As in many other low-income countries, health
care professionals face challenges in their work conditions,
including inadequate resources. Such broader contextual
challenges compound the concern of accurately understand-
ing the roles of various health care professionals and their
exact contributions to positive health outcomes for women
dealing with IPV, or the health system’s interface with other
related sectors such as the justice system to address IPV.
3.The Project
3.1. Objectives. Our collective interest in better understand-
ing IPV in the Ethiopian context evolved from our previ-
ous research with Ethiopian immigrants living in Toronto
(Hyman and Guruge) [12, 13], an existing Ethiopian-Cana-
dian partnership in graduate nursing education at Addis
Ababa University (Aga and Bender), and the interests and
work of Hailemariam and Tamiru, public health and health
sociology experts, respectively. The objectives of this project
were twofold: (1) to understand the current state of knowl-
edgeaboutIPVinEthiopiaand(2)tosupportcountry-speci-
ﬁc activities to improve responses to IPV through practice
changes, education, and research.
3.2. Methods. The project involved two phases. A review of
the published literature was ﬁrst conducted (in Phase 1) to
understand the current state of knowledge about IPV in
the Ethiopian context. The results of this review served as
a launch for subsequent discussions in an interdisciplinary
forum and a meeting with nursing faculty held (in Phase
2) in Addis Ababa to develop country-speciﬁc activities to
improve responses to IPV through practice changes, educa-
tion, and research. We have outlined the details of each phase
below.
3.2.1. Phase 1: A Literature Review. In phase one, a search
a n dr e v i e wo fb o t ha c a d e m i ca n dg r e yl i t e r a t u r ew a sc o n -
ducted.Theacademicsearchwascarriedoutbyprojectassis-
tants(KassaandRefaie-Shirpak)withsupervisionfromteam
members in Canada. MEDLINE and CINAHL databases
were searched for literature published from 2000 to 2009,
with the following keywords: intimate partner violence,
domestic violence, harmful traditional practices, violence
against women, abuse, and Ethiopia. The grey literature
search, conducted by the Ethiopian project assistant (Kassa)
with supervision from Ethiopian team members, included
policy documents and statistics produced by or available
from university libraries such as Addis Ababa University and
governmental and nongovernmental organizations such as
the Ethiopian Ministry of Women’s Aﬀairs and Ministry of
Health.Itbearsnotingthataccesstosuchdocumentswasnot
straight forward, often requiring permissions and presenting
timing challenges.
Of the 53 reports collected, 35 were research studies with
varying sample sizes (N = 396–3,016) using cross-section-
al designs, which were conducted in several cities and
regions including Meskin and Mareko [14], Addis Ababa
[15], Hawassa and Kofale [16], Agaro town [17, 18], Kofele
district [19], Arsi Zone Oromia Region [20], and Gondar
[21]. Other key documents included a study of seven
sub-Saharan African countries involving 15,000 Ethiopian
womenand3,092men[22],andtheWorldHealthOrganiza-
tion’s (WHO) Multi-country Study on Women’s Health and
Domestic Violence Against Women [8] and the ﬁndings spe-
ciﬁc to Ethiopia [14].
3.2.2. Phase 2: Addis Ababa Meetings on IPV. Phase 2 was
comprised of two meetings held in Addis Ababa in Novem-
ber, 2009: a full-day interdisciplinary forum and a half-day
meeting with nursing faculty.
The list of invitees for the interdisciplinary forum was
generated by the Ethiopian team members that targeted
university departments and speciﬁc organizations in health,
community, and legal services, as well as appropriate gov-
ernmentministries.Speakersfortheforumwerealsoarrang-
ed by Ethiopian team members and included researchers/
academics and practitioners working in the area of IPV. The
invitation letters included a brief description of the project,
its aims, a detailed agenda, and logistics of the forum.
The forum was attended by lawyers, nurses, midwives,
physicians, academics, and governmental and non-govern-
mental agency staﬀ who are engaged in addressing various
aspects of violence against women. At the beginning ofISRN Nursing 3
the forum, each attendee was given a detailed review of the
literature and an executive summary. The following formal
presentations were held in the morning: Public Health Per-
spectives on IPV, Social Services Work in IPV, Legal Services
Work in IPV, Women’s Advocacy Work in IPV, Socio-cultural
Perspectives on IPV and Health, and IPV and HIV/AIDS.
These papers were based on research, practice, advocacy, and
policy work being undertaken in Ethiopia. Speakers’ back-
grounds ranged from public health, gender studies, law,
psychiatry, and sociology. The afternoon was devoted to
small group discussions guided by pre-determined questions
on what attendees (N = 26) found the least and most sur-
prising in the presentations and in the literature review, and
what they thought were common themes as well as import-
ant gaps. Each group was asked to develop a list of research
priorities, which were reported back to the large group for
further discussion.
With three of our six-member project team (The PI
(Guruge), the Co-PI (Bender), and a Co-I (Aga)) being
nursing faculty, we chose to incorporate a nursing-speciﬁc
dimension into our project. Because nurses represent the
largest group of health care professionals, and nurses may be
the only health care professionals immediately available to
women in rural contexts, we wanted to learn about nurses’
knowledge about IPV and their skills in addressing IPV.
Therefore, on the day after the interdisciplinary meeting, we
held a meeting with a group of 14 nursing educators from
various universities across Ethiopia who were enrolled in
the master’s program at the Centralized School of Nursing
at Addis Ababa University. The group was comprised of
eight women and six men who lived and worked in diﬀerent
regions of the country. Eight of the 14 had moved to teaching
roles directly after their baccalaureate; only six had both
clinicalandteachingbackgrounds.Theirteachingexperience
ranged from 1 to 20 years, and clinical experience ranged
from 0 to 24 years.
4. Results
4.1. Phase 1: A Literature Review. T h el i t e r a t u r er e v e a l e d
ﬁndings about the forms and prevalence of IPV, health con-
sequences of IPV, risk and protective factors and perceptions
of IPV, and responses to IPV.
4.1.1.FormsofIPV. InEthiopia,IPViscommonlyreferredto
as domestic abuse or domestic violence, wife beating or bat-
tering, relationship violence, and spousal abuse. The litera-
ture also noted that IPV frequently occurs in the context of
marriage or cohabitation, predomestic relationships such as
dating relationships, and postdomestic relationships, as in
thecaseofex-partnerswhoarenolongerlivingtogether[23].
Various forms of IPV were reported. For example, a national
study[24]describedwifebattering,rape,intimidation,insult
and disrespect, denial of food and rest, forced displacement
from home, beating and bodily injury, ﬁre burns, forced
abortion, abduction, underage marriages, forced labour, and
exploitation. Other forms of IPV included slapping, beating,
and pushing [19]. Sexual assault and rape by intimate par-
tners were a major concern; one study based on data
collected at Adigrat Zonal Hospital from 2000 to 2003 [25]
found that of 181 rape victims seeking help at the hos-
pital, approximately 37% identiﬁed intimate partners as the
perpetrators (ex-husband, 5.6%; boyfriend, 22.1%; ex-boy-
friend, 8.3%).
IPV should be understood and addressed within the
broader context of violence against women. A number of
studies (e.g., [24, 25]) reported that rapes perpetrated by the
victim’s own relative in a domestic situation accounted for
a considerable number of cases. Table 1 summarizes the dif-
ferent forms of violence against women across women’s life-
cycle in Ethiopia.
4.1.2. Prevalence of IPV. Several studies reported that IPV
in Ethiopia was pervasive. Approximately 90 to 100% of
participantsinanationalstudyreportedthatIPVwasacom-
mon phenomenon in Ethiopia [24]. The lifetime prevalence
of any form of IPV ranged from 51 to 78%, with physical
and sexual forms being most common. The lifetime and past
12 months prevalence of physical violence ranged from 30
to 60% and 30 to 50%, respectively. The prevalence rates
for sexual violence ranged from 35 to 59% over a lifetime
and from 30 to 50% during the last 12 months. Only one
study examined the prevalence of psychological abuse [21];
it reported a combined prevalence rate of 50.8% for physical,
sexual, and/or psychological abuse (i.e., separate rates for
psychological abuse were not reported).
Other studies documented the main forms of IPV in
diﬀerent parts of Ethiopia. A study conducted in the Amhara
region’s Bahir dar/Adet sites [26] found that approximately
64% of participants experienced insults and disrespect, 83%
wife battering, 56% intimidation, 72% under age marri-
age, 64% forced displacement from home, and 55% rape.
This study also listed the prevalence of the types of IPV
reported to the police: 36% for rape and abduction; 25% for
wife beating and bodily injury; 7% for intimidation, insult,
and disrespect; 9% for underage marriages; 11% for forc-
ed labour and exploitation; 3% for forced displacement from
home. A study of gender-based violence and HIV risk in
Addis Ababa [27] found that 44% of participants attend-
ing antenatal care had experienced physical and/or sexual
violence.
In Butajira, the Ethiopian site for WHO’s [8]m u l t i -
country study (n = 2,261 of ever-partnered women), 48%
and 29% of participants reported having experienced phy-
sical violence by a current/ex-partner in their lifetime and
currently, respectively. Comparatively, rates for sexual vio-
lence were 59% and 44.4% (for lifetime and in the last year).
The proportion of women reporting either sexual or phy-
sical IPV or both was about 71% and 54% (for lifetime
and in the last year, resp.). In this regard, Ethiopia has the
highest prevalence among the 10 countries included in the
WHO study, and for lifetime physical violence alone, Ethio-
pia ranked second [23].
4.1.3.HealthConsequencesofIPV. Consistentwiththelitera-
ture from other countries, the literature about IPV in
Ethiopia reported a wide range of health consequences from
IPV. The main physical health consequences identiﬁed were4 ISRN Nursing
Table 1: Diﬀerent forms of violence occurring in Ethiopian women’s lifecycle [19, 22, 24, 25, 31, 34].
Phase Type of violence
Prebirth Male preference
Infancy Preferential treatment for boys (e.g., stopping breastfeeding earlier for girls), female genital mutilation (FGM)
Childhood Food/nutritional misallocation, FGM, early marriage, sexual abuse, rape
Adolescence Food/nutritional misallocation, FGM, not sending girls to school, psychological abuse, sexual harassment, domestic
violence (IPV), abduction, rape, traﬃcking
Adulthood Food/nutritional misallocation, domestic violence (IPV), sexual harassment, rape
Old age Food/nutritional misallocation, rape
fractures, deep cuts on body parts, injury to eyes and ears
[19];bitesandscratches,stabbing,and/orburnedbodyparts;
chronic headaches, somatic injuries, dyspepsia and pregnan-
cy complications [21]; sexually transmitted diseases (STDs)
[21, 28]; hand fractures, bruises, cuts, loss of body parts or
bodyfunctions,ﬁstula,traumatothebladder,urinaryincon-
tinence, chronic diseases, vaginal bleeding, and uterine pro-
blems [29] and spontaneous abortion and stillbirths, miscar-
riage,andlow-birth-weightbabies[30].Afollow-upstudyof
abused women at Adigrat Zonal Hospital (Ammanuel et al.
cited in [25]) found that the main presenting symptoms at
the ﬁrst visit were physical injury (30%) and genital inju-
ry/problems (41%). At three months after their ﬁrst visit,
16% presented with pregnancy, 11% abortion, 16% HIV
infections, and 14.3% with a positive serum VDRL test
(14.3%). At the three-month point, women also reported
decreasedsexualfeeling,aversiontosex,dyspareunia,insom-
nia, and nightmares among the associated consequences of
rape, speciﬁcally.
Mental health consequences of IPV were identiﬁed [24]
including emotional toll [21]; mental distress, suicidal idea-
tion and attempts [18, 25]; depression [14, 18]; stress and
anxiety[29];psychosis[25].SocialconsequencesofIPVwere
also identiﬁed, such as poverty, prostitution, migration to
urban areas, and abduction [18] .T h e s es o c i a lc o n s e q u e n c e s
oftenextendbeyondthevictim.Forexample,studiesofstreet
children [31–33] have found that a considerable number of
them have witnessed IPV at home; furthermore, being on
the street they have experienced rape, unwanted pregnancy,
alcohol and substance abuse, and exposure to STDs.
4.1.4. Risk and Protective Factors and Perceptions of IPV. The
literature also revealed a number of risk factors for IPV. The
risk of physical violence, in particular, was associated with
the educational status of women and men, place of resi-
dence, religion, arranged marriage, parity, partner’s use of
alcohol, and the woman’s having witnessed family violence
as a child [19]. Among the factors contributing to the esca-
lation of violence was substance use/abuse, especially alcohol
use/abuse [24].
IPV appears to be tolerated under certain circumstances.
For example, Mohamed [34] found that family members
justiﬁedIPVinthecaseofgirls/youngwomeninanarranged
marriage, to ensure that they would be submissive. A study
in Oromia and Afar regions (“the case of Fentale and Mille
Districts”) found that 52 out of 555 women aged 15–49 years
agreedthatIPVwasjustiﬁedifawiferefusedtohavesexwith
her husband [34]. The M e na n dW o m e ni n7S u b - S a h a r a n
African Countries (including Ethiopia) [22]s t u d yr e p o r t e d
that an acceptance of wife beating was more prevalent in
countries with low levels of female literacy (such as Mali and
Ethiopia) compared to those with higher levels. The ﬁndings
suggested that norms regarding wife beating and gender
roles tended to change with socioeconomic development,
increasing urbanization, and better education. However,
these changes may not be substantial and may be slow to
come about.
Intergenerational transmission of patriarchal norms par-
tially explains the gender-based violence that seems to mani-
fest in many forms through the lifecycle [22], so any analysis
or intervention of IPV must take into account other forms of
violence that take place in a wide range of locations outside
the home: schools, neighbourhoods, communities, and soci-
eties, where assumptions about femininity and masculinity
are enacted.
4.1.5. Responses to IPV
Women’s Responses. In the WHO [8] study, 61% of abused
women in Ethiopia disclosed abuse to informal sources,
typically family or friends, and only 45% sought formal help.
The most common reasons for not seeking help were vio-
lence being seen as “normal,” fear of further violence or los-
ing children, and bringing shame to the family [8]. Gossaye
et al. [30] suggested that stigma (particularly that women
must have “deserved it”) may contribute to why women
rarely report violence to authorities (including health pro-
fessionals) or talk about it at all. According to a study by
the Federal Police of Ethiopia [35], some of the reasons for
women’s reluctance to report IPV include fear of the partner,
further shame, fear of divorce or separation, and lack of
knowledge about protective laws. Their report also identiﬁed
lack of continuous conﬂict with the partner, feelings of
inferiority, and loss of self-worth among abducted women,
as well as the stigma of divorce, disability, HIV/AIDS, labour
problems and pregnancy as possible factors shaping women’s
responses to IPV.
Minimal use of formal services may partly reﬂect a
limited availability of services [27]. In addition, the socio-
cultural contexts that shape the beliefs often held by Ethio-
pian health care professionals may impede women’s access to
care, especially in rural areas where nurses may be the ﬁrstISRN Nursing 5
(or only) health care professional encountered by women
experiencing IPV [27, 36]. This raises the question of the
health sector’s response to IPV.
The Health Sector’s Response. With the goal of ensuring
“health for all,” the current Ethiopian health policy [36]a n d
health sector strategies [37] emphasize decentralization and
democratization. Health care delivery in Ethiopia is struc-
tured as a tiered system characterized by preventive, promo-
tive, and basic curative services at various levels of admin-
istration. While the system strongly focuses on promoting
health and preventing illness/injury, IPV is only beginning to
be understood and addressed as an important public health
issue and receives a limited response in terms of service pro-
vision at every tier of the system. According to Gossaye et al.
[30] ,“ h e a l t hp r o v i d e r su s u a l l yd on o tc o n s i d e ri ta sp a r to f
their role to screen patients for violence or to provide infor-
mation or support to women suﬀering abuse” (p. 38).
Other reasons for limited health service responses to IPV
were identiﬁed as (1) lack of trained personnel in rural areas,
(2) lack of reporting (or a reporting system) of “minor”
injuries in the case of rape, (3) delay in the preparation of
medicalreports(orlackingreportsaltogether)duetokinship
matters or corruption, and (4) expecting the woman to pay
for the medical card and write her certiﬁcates in reporting
the experience to the police [35]. One physician from each of
the Polis, Yekatit 12, Arbaminch, and Asella Hospitals were
interviewed in one study regarding the problem of limited
health care provider response to IPV. The concerns they
raised were related to issues such as the time within which a
victim should reach a hospital (in order to collect evidence
of rape); victims’ tendencies to clean themselves following
rape; having intercourse with another person (before seeking
medical help); delay in seeking help for health consequences
of IPV, including unwanted pregnancies; and lack of societal
openness to discussing reproductive health issues. A related
issue here is that the health and justice systems have over-
lapping concerns with regard to IPV, notably, in terms of
reporting IPV and prosecuting perpetrators of the violence,
in keeping with the best interest of the woman who
reports. A Federal Police report [35] claimed that the health
sector was not responsive to providing police and court
systems with adequate evidence to facilitate justice in mat-
ters of IPV. The Ministry of Health acknowledged this fact,
commenting that the health system has generally fallen short
of providing accessible services to women experiencing IPV
and of responding to them appropriately and is only begin-
ning tocoordinate withlawenforcementregardingreporting
and referral [9].
4.1.6. Literature Review: A Summary. T h el i t e r a t u r er e v i e w
highlightedthecomplexityandinsidiousnessofIPV—where,
how, and to whom it happens, its eﬀects, and the socio-cul-
tural determinants that give root to its pervasiveness. The
review also demonstrated that while IPV may receive com-
paratively little research attention as a health issue in Ethio-
pia, important studies have been conducted and the ﬁnd-
ings contribute to the understanding of IPV. More speci-
ﬁcally, the review provided our larger project with a solid
grounding for the discussions planned in Phase 2 to further
critical reﬂection on the issue itself as well as on the priority
needsformovingforwardinIPVresearchandeducationand
enhancing service provision.
4.2. Phase 2: Addis Ababa Meetings
4.2.1. Interdisciplinary Forum. The participants provided a
critical appraisal of the research conducted to date. While the
incidence and prevalence rates of IPV are well documented
for Ethiopia, attendees noted that these studies had been car-
ried out in limited areas of the country. Furthermore, while
epidemiological data are vital, more qualitative research was
perceived as necessary to deepen understanding of women’s
lived experiences as well as why men commit abusive/violent
actsagainstwomen.Morebroadly,publiceducationwasseen
as critical to bringing about social change in this regard.
Several attendees observed that the day focused on negative
aspects of IPV and that future work is also needed to build
on the successes of existing work being done in terms of
awareness raising, violence prevention, and service provision
as well as to identify the resilience of the abused women and
their children.
Two signiﬁcant themes emerged from the small group
discussions: (1) the value of bringing together clinicians,
advocates, educators, and researchers from multiple disci-
plines to share with and learn from each other and to build
consensus on research gaps and identify priorities for inter-
disciplinary research on IPV in Ethiopia, as IPV spans
many disciplines and will not be adequately addressed by
individuals working separately within each discipline; and
(2) the need for health care professionals to better under-
stand their role and responsibilities in identifying IPV and
taking steps to actively address it in practice. These two
themes were framed within some assumptions of the need to
think globally. Research about IPV in Ethiopia beneﬁts, and
is beneﬁtted by, collaborative eﬀorts across countries within
Africa and around the world. Suggestions were made about
the need to plan more regular forums such as this one and
international workshops and seminars addressing IPV.
4.2.2. The Meeting with Nursing Faculty. Discussions in this
meeting focused on a set of questions that we developed
based on themes from the literature review and issues raised
at the interdisciplinary forum, including the following: What
is intimate partner violence? How is it understood culturally,
locally, in your own town/city? How is it a health issue?
How is it an issue for nursing? What should be done about
it? What is the nurse’s role in caring for women who have
experienced IPV? What is the nurse’s role in preventing it?
What is currently in your nursing school’s curriculum on
violence, in general, and on IPV, in particular? What should
be included in your curriculum?
This was generally a well-informed group of nurses who
could easily deﬁne IPV and explain its key deﬁning charac-
teristics. Deﬁnitions generated by the group ﬁt with those
presented earlier in this paper: participants clearly identiﬁed
the health issues associated with IPV and emphasized
education and awareness raising as important strategies in6 ISRN Nursing
addressing IPV. Like the interdisciplinary group, these nurses
also stressed the sociocultural acceptance of the devaluation
of women, generally, and IPV, speciﬁcally, as contextual ele-
ments in the overwhelming rates of violence against women,
particularly in more rural areas of the country. As discussion
shifted to the education of nursing students in this regard,
diﬀerent interpretations of the countrywide standardized
nursing curriculum emerged. While IPV was understood by
all to be a four-hour component of the “reproductive health”
course, the content of these four hours varied. In the end,
participants agreed that Ethiopia’s standardized nursing cur-
riculum requires a stronger focus on violence against women
to improve assessment, care, and prevention and that the
onus is also on nursing schools and individual faculty mem-
bers to make violence against women more explicit in class
content.
4.2.3. Meetings: A Summary. The discussions in both meet-
ings highlighted that, as in most countries around the world,
there is a deﬁnite need to make the links between health and
violenceagainstwomenmoreexplicit.Todelineatethispoint
further, it is vital to raise awareness of IPV amongst health
care professionals in Ethiopia, to support them in learning
more about IPV and its role in women’s health and to
generate more coherent strategies for addressing IPV direct-
ly with women in care and for guiding them to appropriate
resources. More broadly, there is a need to develop a more
coordinated systemic response to abused women’s needs
acrosssectors,includinghealthandsocialservices,thejustice
system, housing, economics, and faith communities. More-
over, immediate attention and adequate resources must be
directed towards preventing violence and promoting health
at community and population levels.
5. Discussion
This project identiﬁed several gaps in health science research
on IPV in Ethiopia, particularly the need for comprehensive
interdisciplinary research. At the macrolevel, the diversity of
Ethiopia’s population and the changes in gender relations
brought about by urbanization, globalization, migration,
and transient/migratory work require critical analysis of how
these aﬀect women’s responses to IPV and contribute to
their vulnerability and resilience and how these change over
time. Speciﬁcally, it is important to assess how such changes
inﬂuence rates and experiences of IPV, and thereby how
to best mitigate IPV. Related to this, individual, familial,
community, and societal risk and protective factors need to
be explored in order to have the greatest eﬀect on the overall
incidence of violence.
Important research into the health risks and conse-
quences of IPV has begun; however, more is needed par-
ticularly in regions of Ethiopia that have not been captured
in previous studies. Since large-scale epidemiological studies
mainly capture data on prevalence and risk factors, qual-
itative research methods can help deepen understandings
of, for example, the quality of life of women who are
living in or have left abusive intimate relationships. Critical
qualitative studies of the perceptions and attitudes of health
care professionals toward IPV and the women who seek help
can also identify the education, training, and support needs
of these professionals.
The need for research in health services is also apparent,
speciﬁcally, in terms of assessment, treatment interventions,
care and support, and prevention. Further study into the
assessment of IPV in clinical settings, focussing on the
roles and responsibilities of health care providers other than
physicians, can be a ﬁrst step in the development of stand-
ardized screening tools for health clinics and hospitals. A
morecompleteunderstandingoftheaccessibilityissuesfaced
by Ethiopian women seeking IPV-related services is needed
toimproveintersectoralcollaborationatthepointofcontact.
Finally, the role and the types of public education that can
eﬀectively challenge gender norms need to be examined in
the interest of developing eﬀective violence prevention cam-
paigns.
In addition, our project identiﬁed the importance of
focusing on practice and the education of health care profes-
sionals.Healthcarepractitioners,fromphysiciansandnurses
to health extension workers and volunteers, need adequate
and appropriate education about IPV. This includes learn-
ing how best to care for women in open, non-judgmental,
and supportive ways and developing skills in therapeutic
communication regarding the topic of IPV and advocacy.
Lastly, the ﬁndings of this project highlight the critical
importanceof(1)aninterdisciplinaryapproachtothiswork,
(2) systematic access to information as a starting point,
and (3) being careful to reﬂect on assumptions of what is
“known” about a topic or issue, particularly from an interna-
tional perspective. This project brought people together who
had never met before and created a starting point in working
towards improving local responses to IPV through practice
changes, education, and research.
6. Conclusion
Interdisciplinary research and practice initiatives can have
far-reaching eﬀects in understanding and addressing IPV.
Nursing, medicine, public health, and law, as well as the
social sciences, political science, gender studies, and the
humanities all have dovetailing research interests in IPV that
can lead to eﬀective prevention and intervention programs.
By adding international collaboration to this mix, through
the creation of partnerships across countries, universities,
and health care settings, IPV may be better understood as a
globalhealthissueandtherebythehealthofwomeninEthio-
pia and the diaspora improved.
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